INDIANA DO NOT RESUSCITATE ORDER FORM

Patient Name: [PATIENT FULL NAME]

Patient Date of Birth: [PATIENT DATE OF BIRTH]

Patient Address: [PATIENT STREET ADDRESS]

Patient City, State, ZIP: [PATIENT CITY], IN [PATIENT ZIP CODE]

Patient Telephone Number: [PATIENT TELEPHONE NUMBER]

Physician Name: [PHYSICIAN FULL NAME]

Physician License Number: [PHYSICIAN LICENSE NUMBER]

Physician Address: [PHYSICIAN STREET ADDRESS]

Physician City, State, ZIP: [PHYSICIAN CITY], IN [PHYSICIAN ZIP CODE]

Physician Telephone Number: [PHYSICIAN TELEPHONE NUMBER]

Date of Order: [DATE OF ORDER]

RE: OUT-OF-HOSPITAL DO NOT RESUSCITATE ORDER (Indiana Code 16-36-5)

1. PATIENT INFORMATION

1.1 Patient Name: [PATIENT FULL NAME]

1.2 Date of Birth: [PATIENT DATE OF BIRTH]

1.3 Address: [PATIENT STREET ADDRESS], [PATIENT CITY], IN [PATIENT ZIP CODE]

1.4 Telephone Number: [PATIENT TELEPHONE NUMBER]

1.5 If the patient is a minor, name of parent or legal guardian: [PARENT OR LEGAL GUARDIAN NAME]

1.6 Relationship to patient (if applicable): [RELATIONSHIP TO PATIENT]

2. PHYSICIAN INFORMATION

2.1 Physician Name: [PHYSICIAN FULL NAME]

2.2 Physician License Number: [PHYSICIAN LICENSE NUMBER]

2.3 Physician Address: [PHYSICIAN STREET ADDRESS], [PHYSICIAN CITY], IN [PHYSICIAN ZIP CODE]

2.4 Physician Telephone Number: [PHYSICIAN TELEPHONE NUMBER]

3. PATIENT CONSENT AND ATTESTATION

3.1 I, [PATIENT FULL NAME], being of sound mind, voluntarily consent to and request that no resuscitative measures be initiated or continued in the event of cardiac or respiratory arrest.

3.2 I understand that this Do Not Resuscitate Order directs health care providers, emergency medical services personnel, and other caregivers not to administer cardiopulmonary resuscitation (CPR) or other resuscitative measures.

3.3 I understand that this Order does not affect the provision of other medical care, comfort care, or pain relief.

3.4 I understand that I may revoke this Order at any time by communicating my revocation to my physician, by destroying the document, or by removing any DNR identification.

3.5 Patient Signature: [PATIENT SIGNATURE]

3.6 Date Signed: [DATE SIGNED]

4. PARENT OR LEGAL GUARDIAN CONSENT (IF PATIENT IS A MINOR OR INCAPACITATED)

4.1 I, [PARENT OR LEGAL GUARDIAN NAME], am the parent or legal guardian of the patient named above and consent to this Do Not Resuscitate Order on the patient's behalf.

4.2 Signature: [PARENT OR LEGAL GUARDIAN SIGNATURE]

4.3 Date Signed: [DATE SIGNED]

5. PHYSICIAN ORDER AND ATTESTATION

5.1 I, [PHYSICIAN FULL NAME], being the attending physician of the patient named above, have discussed the nature and consequences of this Do Not Resuscitate Order with the patient or the patient's representative.

5.2 I hereby order that no resuscitative measures be initiated or continued for this patient in the event of cardiac or respiratory arrest.

5.3 Physician Signature: [PHYSICIAN SIGNATURE]

5.4 Date Signed: [DATE SIGNED]

5.5 Physician License Number: [PHYSICIAN LICENSE NUMBER]

6. WITNESSES

6.1 Witness Name: [WITNESS 1 NAME]

6.2 Witness Signature: [WITNESS 1 SIGNATURE]

6.3 Date Signed: [DATE SIGNED]

6.4 Witness Name: [WITNESS 2 NAME]

6.5 Witness Signature: [WITNESS 2 SIGNATURE]

6.6 Date Signed: [DATE SIGNED]

7. REVOCATION

7.1 This Do Not Resuscitate Order may be revoked at any time by the patient, the patient's parent or legal guardian, or the patient's physician.

7.2 Revocation Date: [REVOCATION DATE]

7.3 Revoked By (Name): [NAME OF PERSON REVOKING]

7.4 Signature: [SIGNATURE OF PERSON REVOKING]

8. DISTRIBUTION AND POSTING

8.1 A copy of this Order should be kept in a prominent location visible to emergency medical services personnel.

8.2 Copies provided to: [NAME OF RECIPIENT AND DATE PROVIDED]

8.3 Copies provided to: [NAME OF RECIPIENT AND DATE PROVIDED]

9. ADDITIONAL INSTRUCTIONS OR COMMENTS

9.1 [ADDITIONAL INSTRUCTIONS OR COMMENTS]

10. SIGNATURES AND ACKNOWLEDGMENTS

10.1 Patient Acknowledgment: I have read and understand this Do Not Resuscitate Order.

10.2 Patient Signature: [PATIENT SIGNATURE]

10.3 Date Signed: [DATE SIGNED]

10.4 Physician Acknowledgment: I have reviewed and signed this Order.

10.5 Physician Signature: [PHYSICIAN SIGNATURE]

10.6 Date Signed: [DATE SIGNED]
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